chairmanship of the then Master of Christ's College, Lord Todd. There have been other definitions, but I do not cavil at that of the commission1: "Community medicine is the specialty practised by epidemiologists and medical officers who are administrators of medical services ... and by the staffs of the corresponding academic departments. It is concerned not with the treatment of individual patients but with the broad questions of health and disease ... in the community at large.... In community medicine, as we define it above, the doctor has no monopoly of responsibility or of contribution: many other people's skills are also required."
Thus community medicine seeks to promote health by developing and applying scientific knowledge to communities rather than to individual patients. This definition could have been applied in its entirety to public health in its heyday and with some modification to social medicine. The essential difference between the three is that each has had at the outset to face substantially different problems and has turned to different sciences to solve them.
*Based on an inaugural lecture delivered in the University of Cambridge 13 November 1978.
The beginDings of scientific public health
In 1842 William Chadwick published his report on "The Sanitary Conditions of the Labouring Population in Great Britain," which set London and other cities slowly on the way to improving housing and working conditions, and most important, to separating drinking water from the sewage. At that time the Thames was both a source of drinking water and the depository for sewage.
Cambridge too had its problems. Through the years sporadic cases of typhoid occurred in October in the poorer parts of the town. In 1873, however, there was an outbreak which also affected undergraduates in Caius and Queen's Colleges; three of those living in the newly constructed Tree Court in Caius died, despite the fact that, according to the British MedicalJ_ournal, "The sanitary arrangements of this portion of the college are most perfect; the slops, etc, from the students' rooms not being carried off by drains in the buildings, but carried out of the rooms and poured down gully-holes in the court."3 Many experts of the time thought that miasma and sewer gas caused typhoid.
CERTIFICATE IN SANITARY SCIENCE AND STATE MEDICINE
As early as 1868 State medicine and sanitary science had been recognised as independent subjects for exercises for the Cambridge MD-perhaps the first degree anywhere in the Kingdom to be available in these subjects. In November 1874 the Board of Medical Studies recommended that since Parliament proposed to increase the numbers of medical officers of health, the university should establish examinations in those aspects of State medicine relevant to the functions of officers of health. The subjects should include chemistry and physics as they related to the analysis of air and water-and microscopy was included as part of chemistry. Also included were ventilation; water supply; drainage; building and sanitary engineering; public health law; sanitary statistics; the origin, propagation, pathology, and prevention of epidemic and infectious diseases with special reference to overcrowding; bad or insufficient food; and unhealthy occupations and the diseases to which they give rise. The examination included no epidemiology.
When the university discussed the board's report Sir George Paget, Ryle explained the concept of diathesis in detail, using the metaphor of seed (the patient himself) and soil (his environment), pointing out that disease was the consequence of dynamic interchange between the two. "Disease is," he said, "the whole consequence of a conflict between man (or animals) and the noxious agents in his environment." He emphasised that it was the physician's task always to observe this interchange in its totality and to acquire an "understanding (of disease) in man, and man afflicted with (disease)." '5 Four years later he returned to Cambridge as regius professor of physic and established for the university investigative clinical medicine at Addenbrooke's Hospital. But his decision to leave London was a little surprising, although with his interpretation of the word "physic" the regius professorship at Cambridge must have had a very special appeal for him. He could not have known that he was the last great exponent of descriptive medicine as a clinical research procedure, and there is little in his writings to indicate that he was aware of the true nature of experiment.'6 1' He had yet to find that his relentless insistence on observing and recording and his attraction to the philosophy of holism would inevitably lead him out of the wards into society itself. In his own metaphor of seed and soil, his realisation that the noxious agents in environment included man's own society germinated in Cambridge. But Oxford provided the soil for its roots to strike and for it to flower briefly before Ryle's untimely death.
Although he did not practise social medicine in Cambridge, Ryle cannot be ignored if the history of the subject there is to be examined; and his private conflict is a signal of the more general philosophical conflict of the '30s in clinical and population medicine. His special contributions are that he started his journey, not from public health, like Winslow and gtampar, or from a study of the history of science, like Sigerist, but from the pinnacle of success in clinical medicine, and that, unlike any of them, he initiated empirical studies in social medicine before writing about it.
The British social medicine movement
The increase in the expectation of life resulting from the control of the fevers meant that people were surviving to suffer diseases of middle and old age. Such diseases are immensely complex and are attributable not to a single noxious agent such as a micro-organism or an industrial chemical but to a web of risks and factors spun through the structure and values of society itself. The consequence of these diseases, unlike the swift death brought by the scourges and infections, was to place a chronic burden on the society that created them. The success of the public health movement thus brought a new challenge to epidemi-BRITISH MEDICAL JOURNAL 23-30 DECEMBER 1978 ologists. The new methods they developed concerned the dissection and analysis of clinical diagnosis-a reversal of the time-honoured clinical procedure of compounding it by aggregating signs and symptoms-and the application and modification of statistics to healthrelated phenomena in populations.
A new challenge had been identified, and, three-quarters of a century after Simon's team was disbanded, a group of first-class minds was again concentrating on developing new epidemiological techniques to improve the public health; Cambridge graduates of the '30s who were among them were Cochrane, Fletcher, Payne, and Stewart. The initiative in epidemiological research was again based in Britain and for the first 15 post-war years most of the major advances in the field were made on this side of the Atlantic. TIhe chief achievements of the social medicine movement had been accomplished by the time the National Health Service was reorganised in 1974, although epidemiology still has much to teach us about the diseases with which the movement was concerned. We now know that chronic diseases can to a considerable extent be controlled and contained if aspects of behaviour which society deems acceptable but which are noxious to health can be modified.
Cambridge after the second world war
In the meantime Sir Lionel Whitby had assumed the regiu,. In contrast, because it was virtually isolated from the service world, social medicine suffered no such restrictions, but, with this freedom went an isolation from those responsible for the development of health and social policy locally and nationally. '9 Opposing stresses
The publication of Lord Todd's report,' the reorganisation six years later of the NHS, and, on a more parochial level, the opening of the new clinical school at Cambridge have all given us a splendid opportunity to make a fresh start. And with the establishment by the Royal College of Physicians of London and the two royal colleges in Scotland of a national Faculty of Community Medicine, the rift that had existed between public health and social medicine is rapidly being closed, but this has been done at a price. A statutory responsibility of the faculty is to establish and control standards of postgraduate training for registered medical practitioners in the subject; it is therefore a professional institution within the larger professional institution of medicine. We have seen that, although many of the leaders in public health have been medical men, others have not; we have seen too that time and again important contributions have been made by applying any new science that is relevant to the problems of the day.
The Todd Commission's statement that "the doctor has no monopoly of responsibility or of contribution: many other people's skills are also required," makes it quite clear that the Commission recognised that this state of affairs would continue, and it is one of the chief tasks of a university to ensure that it does so, at least in the academic department. Nevertheless, the faculty for its own quite reasonable purposes has redefined community medicine as "that medical specialty which deals with populations . . . and comprises those doctors who try to measure the needs of the population, both sick and well, who plan and administer services to meet those needs and those who are engaged in research and teaching in the field."20 To define a broad subject in professional terms can cause difficulties, and we must realise that this might provide a basis for new rifts to develop between the service and the academic worlds.
There are many other opposing stresses. As we have seen, disease stems from the values, practices, and the norms of society, and social scientists or anthropologists contribute to the understanding of its origins and control just as chemists, physicists, and engineers have in the past. Recently Jefferys said she believed that social medicine (and medicine in general) had found that when it took sociologists into its midst it had opened their gates to a Trojan horse, and I agree with her. She went on to predict that the experience would be repeated with economists. 21 Be this as it may, if the dialogue with these and any other sciences is to be effective it must be un-bowdlerised. But the difficulties in establishing such dialogues go beyond learning to tolerate what are at times unpleasant attitudes and interpretations: they extend to learning new languages and understanding the tacit assumptions on which the theories of the ecologist, the geneticist, the economist, the statistician, the sociologist, and all the other scientists who have something to contribute to the improvement of the public health are built. These differ profoundly from each other.
Our own particular contribution and chief research tool will continue to be epidemiology, but this must be modified to make best use of progress in statistics and the basic sciences and must be applied to the study of health services as well as to disease.
The importance of the need for every academic department to practise epidemiology cannot be overemphasised. It was not until epidemiology became firmly established in the universities that academic public health achieved any stability, and the consequences have been most productive. Yet we must not repeat the mistake of social medicine by isolating ourselves from the service world, any more than that of public health of becoming too closely identified with it. Community medicine stands on the boundary of medicine and must be prepared to accept the consequences of this. It is not a place for unthinking traditionalism.
